SUMMARY Two cases of corneal cysts are reported, one sclerocorneal and the other intracorneal. The two conditions differ in pathogenesis, appearance, course, and management.
A healthy White boy 10 years old presented to the clinic because his mother had noticed a spot on his right eye. There was some vague history of local injury some years ago but otherwise nothing significant. There was no family history of eye disease apart from a grandfather who apparently was blind from retinal disease.
Examination showed the visual acuity 6/6 in each eye, with no significant refractive error. On the right side there was a limbal intracorneal cystic lesion in the superonasal quadrant (Fig. 4 ). There were no blood vessels, but a nebulous opacity outlining the lesion was present. The anterior wall of the cyst was formed by epithelial cells and perhaps Bowman's membrane. The posterior wall was formed by a thin layer of Descemet's membrane in the centre of which there was a pinpoint circular gap covered only with endothelial cells (Fig. 5) . The adjacent sclera was normal, and gonioscopy revealed a wide open angle. The rest of the right eye and the entire left eye were normal. This cystic lesion has been observed for over 6 years, and no change has occurred at all.
Discussion
The origin of the sclerocorneal cyst is clear from the histological picture of the aspirate and the cyst wall. The presence of epithelial cells points towards a sequestration of conjunctival epithelium, and this is in complete agreement with most of the previously described cases (Fox, 1928; Huber, 1930; Lepri, 1947; Bischler, 1947; de Ferrari, 1950; Mandras, 1951 ). An alternative theory was put forward by Wernicke (1908) when, in describing a case, he suggested that the cyst was an extension of the anterior chamber. Custodis (1932) Babel and Avanza (1966) , reviewing 18 reported cases, stated that they usually become evident at the age of 5 or 6 years. The present case is rather unusual in becoming apparent at the age of 10 months, although the youngest patient reported was that of Custodis (5 months).
The fact that simple aspiration was followed by no significant improvement underlines the importance of excising the anterior wall if a more permanent cure is desirable. As the course is progressive, failure to treat will impair the sight by extending over the pupillary area. In that case corneal grafting may be necessary in order to restore maximum vision.
Intracorneal cysts without scleral involvement are very rare. Appia (1853) was the first to describe such a case, and authors of the majority of the approximately 30 cases reported since accept a congenital origin, analogous to that of the sclerocorneal cysts. However, some authors have suggested a traumatic origin, for example Ruedemann (1956) reporting a case associated with a foreign body, and Reed and Dohlman (1971) reporting 8 cases following either corneal surgery or undetected injury.
The traumatic theory is more attractive, and, although in many cases no history of injury is found, a trivial, undetected accident is sufficient to force a number of epithelial cells into the stroma, where they become isolated owing to closure of the surface wound. This theory is supported further by the normal appearance of the sclera and the anterior chamber, the clinical similarity with the traumatic cysts, and the non-progressive course of the condition.
The latter is significant in connection with the management ot the intracorneal cysts. On diagnosing such a condition a conservative approach should be adopted, and only in the unlikely event of extension of the cyst should surgery be undertaken. 
